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gency* Citation(s) : Groups_Covered

- B. Optional Groups Other Than the Medically Needy
42CR /7 1.

Individuals described below who meet the
435.210 ‘ income and resource requirements of AFDC, SSI, or an
1902(a}) optional State supplement as specified in 42
(10)(A)(1i) and CFR 435.230, but who do not receive cash
1905(a) of assistance. ' ,
the Act ' ‘
/] The plan coveré all individuals as described above.
/7 The plan covers only the following
' group or groups of 1nd1v1duAls
o Aged b
. Blind '
___ Disabled
} » L Caretaker relatives
2 o Pregnant women _
42 CFR 487 2. Ind1v1dua15 who wou]d be eligible for AFDC, SSI
435.211

or an optional State supplement as spec1f1ed 1n 42 CFR 635.230,
if they were not in a med1ca1 institution.

Agency ‘that determines eligibility for coverage
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